Introduction
Penile dermatoses encountered in genitourinary medicine (GUM) clinics frequently provide diagnostic difficulties. The diagnosis and treatment of such conditions is often empirical, based on the assumption that the rash is likely to be either fungal or eczematous. Not only is this approach unscientific, but it often fails to resolve, and in some cases, may exacerbate the problem. Patients with such dermatoses may persistently attend with relapsing rashes of uncertain aetiology, and potentially serious conditions can be overlooked. Presentation to other specialties such as general practice, urology, dermatology and general surgery also occurs and such departments may lack the resources to diagnose accurately the wide range of sexually transmitted and other diseases affecting the penis.
The true nature and extent of penile dermatological conditions presenting to GUM clinics is unknown. In view of this, we investigated patients with persistent penile dermatoses by careful clinical evaluation, including biopsy. In addition, histopathological results from the specific referral clinic were compared with those of similar specimens submitted to the histopathology department over the same period from other departments.
Methods
A specific internal referral clinic, the Penile Dermatosis Clinic (PDC), was set up within the GUM department for men with persistent penile dermatoses which did not respond to treatment, or of which the diagnosis was in doubt and the clinician felt that biopsy would be helpful in establishing the diagnosis. All patients were screened for the commonly occurring sexually transmitted pathogens, and treatment was given where necessary. Patients were asked to avoid any specific local treatment to the area for a minimum of two weeks prior to assessment.
During the 45 minutes allocated for each patient, a full history, particularly including that of any personal or family dermatological conditions, was combined with a thorough examination of skin and mucous membranes, together with penoscopy. If a diagnosis could not be made at that point, or significant pathological changes could not be reasonably excluded on clinical grounds, the patient was counselled and offered a biopsy examination.
Under aseptic conditions the area to be biopsied, which included, where possible, the edge of the lesion and normal skin, was infiltrated with 1 to 2ml of 2% lignocaine with 1:200,000 adrenalin. Once anaesthesia had been achieved, the skin was gently pinched up using toothed forceps and an ellipse of approximately 1mm by 2mm was removed using scissors (fig). The biopsy specimen was then placed in 10% formal saline, processed routinely and stained by haematoxylin and eosin for histological examination. Haemostasis was achieved using silver nitrate sticks. In view of the small biopsy site, primary closure was not necessary, and the patient was given simple hygiene advice.
Samples from patients attending other specialties were received by the histopathology Figure Skin snip We postulate that the relatively fragile glabrous skin of the glans penis may be particularly sensitive to external irritants, thus explaining why NSD was found frequently in our study, and its predominant location in the preputial sac. The clinical course had typically been a relapsing and remitting one, usually helped transiently by the application of 1% clotrimazole (Canesten) cream. The most frequent pre-biopsy diagnosis, therefore, was fungal balanitis. However, such cases of "candidal" or "fungal" balanitis were found to have histological changes of NSD, rather than the characteristic finding associated with fungal colonisation. The pathological changes ofNSD can be produced by a wide variety of clinical conditions, including partially treated infections. Clearly inadequate hygiene in uncircumcised men could cause changes of NSD, but the patients seen were notably conscientious about their penile hygiene. Although it is difficult to exclude completely a diagnosis of fungal infection, the majority of individuals had either a family or personal history of atopy, and it was considered that the most likely diagnosis was eczema. In these cases, clotrimazole cream may have been simply acting as an emollient or by some mechanism other than its antifungal activity.7 8 The malignant potential of LSc is currently unclear. In one study,9 LSc was found in 48 (61%) of 78 women with vulval squamous carcinoma, either adjacent to the lesion or elsewhere on the body. There is less information on penile LSc, although three cases of penile squamous carcinoma have been reported in association with LSc;'°other reports are sporadic." 12 The finding of LSc in biopsy specimens of genital cancer does not necessarily imply it is premalignant, particularly in view of its frequent occurrence in males circumcised for other reasons.'3 However, in view of the current uncertainty about possible malignant development, long term monitoring would seem wise. 4 Only 25% of cases of lichen planus (LP) were suspected prior to biopsy, and no men had any evidence of disease elsewhere. LP affects mucocutaneous membranes and exhibits characteristic histological features.'
Vulval lichen planus can be solitary and erosive, which may be difficult to diagnose on both clinical and pathological grounds.'5 Our experience would suggest that this is also true of penile LP.
Current views on the aetiology are that LP is a cell mediated immune disorder, in which the primary antigen has not yet been identified.'6 '7 Oral LP has a malignant potential, and it has been recommended that vulval LP be followed up long term." Less is known of penile LP. There have been two case reports of LP found in association with PIN and verrucous carcinoma of the penis,18 so it could be argued that penile LP should also be monitored indefinitely.
The four cases of PIN seen in this study were all referred on the grounds that they had atypical appearances which were similar to sessile warts. The concept of PIN has recently developed as an extension of the ideas behind the classification of cervical intraepithelial neoplasia (CIN) and vulval intraepithelial neoplasia. The histological features are well characterised,2 although the clinical manifestations are less well reported. Like CIN, the malignant potential of PIN has still to be fully evaluated.
The range of histological diagnoses made in the other departments was broadly similar to that in the PDC. Men with penile dermatoses present to a variety of specialties, but each specialty may see only occasional cases. In view of the understandable concern of many patients that their penile dermatosis may have a sexually transmissible component, GUM physicians are ideally placed to exclude such diseases and provide any appropriate treatment and follow up. Our information indicates that, given the current lack of knowledge concerning the malignant potential of LSc, LP and PIN, 27% (16 of 
